The monumental 2015 U.S. Supreme Court decision of Obergefell v. Hodges affirmed the universal right to marriage equality within the United States. In spite of legal equality, lesbian, gay, bisexual, transgender (LGBT) plastic surgery residents, fellows, and attendings may face significant academic and/or social forces to hide aspects of their personal life and conform to gender normative behaviors. To better understand if this pressure exists, and if so, the effect that is has on LGBT members of the plastic surgery community, a survey instrument was designed.
METHODS:
A link to an internet-based, anonymized survey was distributed to all plastic surgery program directors and resident coordinators with instructions to distribute to their respective attendings, fellows, and residents. Three reminder emails were sent, each at two-week intervals. Demographic information, sexual orientation, and participant's comfort level within the academic environment were collected. Respondents were also asked to assess their departments/divisions openness towards LGBT faculty and residents.
RESULTS: 385 responses were recorded, 30 (8% who identify as LGB, none as transgender). Of this cohort, 22 (73%) are current trainees (residents/fellows). 95% of LGB trainees are open to some/all residents whereas only 88% of
LGB trainees are open to some/all attendings. 36% of LGB trainees report purposely concealing their sexual orientation from either residents or attendings for fear of reprisal. 4% of trainees disclosed their sexual orientation during interviews, of those that did not, 24% were concerned that disclosure would risk acceptance. 13% of LGB trainees report being advised by faculty mentors to not disclose their LGB status during interviews. 79% of LGB trainees are in long term same sex relationships, and while most (93%) feel comfortable bringing their significant other (SO) to events with residents, less feel comfortable bringing their SO to events with attendings (86%) or formal events (79%). 13% of LGB faculty feel uncomfortable bringing their SO to department events regardless of attendees.
CONCLUSION:
No historical control exists with which to compare current attitudes toward LGB acceptance within academic plastic surgery. However, multiple comments received during the survey administration suggest that modern attitudes have changed significantly. While the results of this survey are largely positive, it is somewhat disheartening to learn that even some LGB residents are uncomfortable bringing their partner, and presumed support network, to work functions even if attendings will not be present. Equally frustrating is the ongoing belief that identification as a member of the LGB community may hamper placement in an applicant's program of choice. It is only through further discussion of this issue that the greater plastic surgery academic community can help dispel this myth. 
The Effect of Improved Health Insurance

METHODS:
Patients were selected based on having undergone a gender affirming procedure since January 1, 2012. Age, gender, state of residence, insurance coverage, total RVUs, work RVUs, number of procedures received (based on CPT codes), procedure areas, and other covariates from electronic health records and health system financial databases were described. The number of procedures received that were covered or not covered by OHP based on insurance status across all years was examined.
RESULTS:
With the onset of OHP coverage and expanded physician services, OHSU saw an increase in patients receiving gender affirming care from 57 from January 1, 2012 to December 31, 2014 to 1326 (1302 new patients) from January 1, 2015 to December 31, 2017. Focusing on patients who received care after 2015 (n=1326), 49.7% (n=659) received surgical procedures in that time. In terms of procedure area, based on CPT codes, 3% of surgeries were performed on the trunk, 63% on breasts, 19% on male reproductive structures, and 15% on female reproductive structures. Half of patients (n=317) had OHP as primary insurance. Patients with OHP insurance were more likely to have procedures that were covered by OHP than people without OHP.
CONCLUSION:
The number of patients receiving gender affirming care at OHSU has increased from 57 to 1326 since the expansion of Medicaid coverage in 2015. While it's unclear the degree to which the implementation of this insurance policy improved access to surgical services, there is a marked increase in patients with OHP receiving newly covered gender affirming services. . We analyzed this reimbursement data for any geographic or specialty-specific variation in the total cost of care (TCOC) for procedures commonly performed in plastic and reconstructive surgery (PRS).
Cost Efficacy and Geographic Variability of Plastic Surgeons' Reimbursement Compared to Other Surgical Specialties for Procedures Commonly Reimbursed
MATERIALS AND METHODS:
All PRS, dermatology, otolaryngology, and orthopedic surgery providers' reimbursement data, as reported in the CMS PUFs, was compiled. The ten most common surgical procedures performed in PRS and the ten most common PRS procedures encoded by each of the other surgical specialties (OSS) were identified by Current Procedural Terminology (CPT®) codes. The TCOC in PRS for these ten most commonly performed procedures were then compared to each of the OSS's TCOC using two-tailed Student's t-tests. Regional variation for the TCOC for the ten most commonly performed procedures in PRS was compared amongst four geographic areas: Northeast, South, Midwest, and West. Statistical significance was computed using a one-way ANOVA. A Levene's test was used to confirm the homogeneity of variances, and a Welch analysis was performed to compensate for variance heterogeneity.
RESULTS: Student's t-test showed that common procedures performed by PRS were associated with a lower TCOC than if they were performed by OSS: 9/10 for dermatology (p<0.01), 3/10 for otolaryngology (p<0.05), and 2/10 for orthopedics (p<0.05). The TCOC for procedures performed by PRS compared to OSS ranged between the following percentages: 89-135% for dermatology, 98-114% for otolaryngology, and 90-120% for orthopedics. The largest differences in TCOC for PRS were seen for the following procedures: "excision of malignancy from trunk or extremity" (3.1 -4 cm; 135%) in dermatology, "excision of facial malignancy" (2.1 -3 cm, 114%) in otolaryngology, and "removal of devitalized tissue" (each 20 cm 2 ; 120%). Only two procedures were performed for less TCOC by OSS: "repair of wound lesion" by dermatologists and "incision of finger tendon sheath" by orthopedists. The summative potential TCOC savings by PRS compared to OSS was $29.1 million. ANOVA analysis demonstrates a greater mean TCOC in the Northeast geographic region for 4/10 of the most commonly performed procedures by PRS (p<0.05).
CONCLUSION: PRS appears to perform those procedures most commonly reimbursed by CMS at a lower TCOC than OSS in this global overview of the PUF. Potential cost savings for these commonly CMS-reimbursed procedures, if they had been performed by PRS, are significant. Additionally, PRS procedures performed in the Northeast are associated with a higher total regional TCOC. The potential reasons for the observed differences in TCOC between specialties include factors which define the CMS conversion factor and the procedural place of service. Further investigation is required to elucidate the elements that underpin these differences in TCOC. An assessment of surgical procedural value, a product of cost and quality, would require additional study to guide optimal specialty-specific, valuebased patient care.
